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The right side of the heart was much engorged, and a firm ante-mortem clot was found in the pulmonary artery, extending for a considerable distance into the branches of the right and left divisions. This curious condition of the sputum seems to be very rare. Personally I have never seen it before, though I have examined nearly two hundred cases of pneumonia since 1886; indeed no case of expectoration of bronchial casts has occurred in any of the 4500 cases of all kinds admitted to the medical wards of the Manchester Royal Infirmary since January, 1887. Jurgensen in Ziemssen's Cyclopaedia of Medicine and L&eacute;pine in the "Dictionnaire de M&eacute;decine et de Chirurgie pratiques," in speaking of the expectoration of pneumonia, both state that Remakl first discovered small, almost microscopic, ramified cylinders, casts of the finest bronchi. These he obtained by shaking up the sputum with water, when the little greyish-white particles could be easily separated. He thought that they were formed of the fibrine set free by the inflammation. Gubler2 and Kuss found on the surface of these casts ciliated epithelium cells, and they, together with Grisolle, maintain that the fibrine of the blood plays the most important part in their formation. Lepine, in describing the anatomical varieties of pneumonia, gives one the name of "variete avec moules fibrineux des bronches," and shows that in these cases the bronchi are found filled with solid fibrinous cylinders, even as thick as the finger. These seemed to have been hinted at by Morgagni, but have been more carefully described by Puchett, Lobstein (in children), Reynaud, Nonat, and Rokitansky and Wyts,3 and the last two specially mention that the widest casts were hollow, and the smallest solid.
In the sixth volume of the Transactions of the Pathological Society, four similar cases are recorded by Dr. Bristowe and one by Dr. Wilks, and in the last case there was an absence of respiratory sound over the diseased lung during life. Lepine also mentions that they are described very fully by Grancher as filling the bronchi of a lung up to the hilus in a case of pneumonia of five days' duration ; here the irregular concentric arrangement of the large casts is noticed, and compared to elder pith from the presence of little hollows filled with air. Schutzenberger states that in this variety of pneumonia, the blood always shows a large buffy coat, and that the pulmonary arteries are filled with fibrinous coagula. As seen post mortem, it is not very uncommon to find these large bronchial casts in pneumonia, but the presence of them in the sputum of such a large size seems to be extremely rare. PRIVATE J. Fwas admitted to hospital on Oct. llth, 1887, complaining of diarrhoea, and with a temperature of 1044&deg;. His illness had commenced five days previouslyvery shortly after he had been accepted as a recruit for the corps of Royal Engineers. He had walked from the north of England to London with the object of enlisting in the army.
Mancliester
The symptoms of typhoid fever developed, the attack proving a severe one, with high temperature and rapid dicrotous pulse. The presence of rose spots on the abdomen was noted on Oct. 16th, and h&aelig;morrhage from the bowels occurred on the 21st and 24th. The temperature commenced to fall on the 25th, but again showed an ascending scale on Nov. 5th ; and, notwithstanding careful feeding with peptonised milk and fluid nourishment, the first normal evening temperature was not registered until the 28th, forty-nine days after admission. Progress was then satisfactory, but a relapse occurred on Dec. 20th, with an evening temperature of 1043&deg; on the 25th. A fresh crop of rose spots was noted on the 28th. This relapse subsided on Jan. 13th, 1888. A further relapse occurred on Jan. 23rd, the evening temperature registering 104&deg; on the 30th, and a fresh appearance of rose spots being noted on the 31st. This relapse subsided on Feb. 16th. He gained ground in March, and on April 20th he was able to be up all day in the ward. Early in May the skin appeared a little jaundiced. On May 5th the patient complained of sorethroat. On examination nothing was observed beyond a little redness of the fauces. In the evening he complained of his throat feeling more uncomfortable, the tonsils appearing a little swollen. Early on the following morning the medical officer on duty was summoned to see the man in consequence of difficult and noisy respiration which had developed gradually during the night. Poultices were applied to the throat, and he was placed in a tent with a steam kettle. At 10 A.M. the breathing was still noisy from laryngeal obstruction, with dilatation of the al&aelig; nasi, and there was difficulty in swallowing. The skin was rather jaundiced. Five grains of calomel were ordered to be taken, and a warm water enema to be administered. Some fulness was observed on the right side of the neck below the jaw. At 6.50 P.M. the bowels had acted twice. He was now unable to swallow, fluids returning through the nose. The swelling in the neck had rather increased, and the right tonsil was swollen and cedematous. Respiration was much the same in character.
Nutrient enemata, with an ounce of brandy in each, were ordered to be given every four hours. Temperature 1028&deg;; pulse 129. At 11 P.M. the temperature was 1036&deg;; pulse 146. On the 7th at 2A.M. the temperature was 104&deg;; pulse 145. At 10.45 A.M. the temperature was 102 6&deg;; pulse 147; respiration 20. The swelling on the right side of the neck had steadily increased, and passed across to the left side. The swollen tissues felt brawny, and this condition was most marked below the right side of the lower jaw. Inability to swallow continued. At 4.50 P.M. the temperature was 1033&deg;; pulse 140; respiration 24. The swelling was passing down to the front of the chest, and a dark blush was present below the jaw on the right side of the neck. With a view of relieving the tension which evidently existed beneath the layers of deep fascia, I determined, after consultation with my colleague, Surgeon-Major Magill, to make a deep incision in the middle line of the neck in the interval between the jaw and hyoid bone. The fascia having been reached, it was divided on a director. At 11.30p.m. the temperature was 102'5&deg;; pulse 134; respiration 24. He was now drowsy and inclined to sleep, and his respiration assumed an irregular character. Three deep inspirations, during which a fairly free entrance of air to the lungs took place, were succeeded by four or five shallow inspirations, during which no air passed the larynx; and his face then becoming dusky, a deeply drawn breath followed, to be succeeded by the same alternation of a series of deep and shallow inspirations. On the 8th, at 2.30 A.M., the respiration remained of the same character, and his condition gave rise to much anxiety. The swelling of the neck had, however, decidedly decreased since the incision was made, and he was able to swallow. At 3.30 A.M. an enema, composed of milk, an egg, brandy, and a drachm of spirit of ether, was administered, and a hypodermic injection of ether. It was thought advisable to make the central incision in the neck more free, and a deep incision was made behind the upper portion of the sterno-mastoid muscle, dividing the fascia. An ounce of brandy was ordered to be given by the mouth every hour. At 8.40 A.M. the respiration was much improved. Pulse 112. Shortly after mid-day the temperature was 102-4&deg;; pulse 120; respiration 26. In the evening the temperature went up to 1048&deg;; pulse 132; respiration 28. The oedema of the neck was subsiding. An ounce of brandy was ordered at intervals of two hours. On the 9th, at 8.15 A.M., the patient was drowsy and respiration catching. Temperature 104&deg;; pulse 114 ; respiration 30. The oedema of the neck was mostly gone. He bad slept from time to time during the night. There had been diarrhoea during the early morning, and a mixture containing carbonate of ammonia with bark and quinine was consequently discontinued. There was evidence of commencing consolidation of the apex of the right lung,-impairment of percussion resonance with harsh respiration. At 1.30 P.M. the temperature had gone up to 105'5&deg;; pulse 132. As the temperature was rising and the pulse increasing in frequency, towels wrung out ot cold water were applied over the chest, abdomen, and legs, and renewed at frequent intervals. Ten grains of quinine were ordered to be given at once, with five-grain doses at intervals of an hour until twenty grains had been taken. At 2.30 P.M. the temperature was 1044&deg;; pulse 120. At 5.45 P.M. the temperature was 104-3&deg;; pulse 128 ; respiration remained of the same character. A cold wet pack was applied and renewed at 6 30 P.M. with pounded ice sprinkled over the body and legs. At 7 P.M. the temperature was 103'8&deg;; pulse 116. At 11.45 P.M. the temperature had fallen to 1026&deg;; pulse 122. On the 10h, at 3.30 A.M., the temperature was 104&deg;; pulse 128 ; respiration 36. There was some diarrhoea. Ten grains of quinine were ordered, and an astringent draught. At 9.30 A.M. the temperature was 1024&deg;; pulse 123 ; respiration 35. The breathing had been very fair during the night. The skin was moist and the man's aspect better. The bowels were loose. The oedema of the neck and chest had almost entirely disappeared. The physical signs of consolidation of the apex of the right lung were more marked.
The uvula and fauces remained red. At 7 P.M. the temperature had risen to 1046&deg;; pulse 122. He had slept well all the afternoon. There was still some diarrhoea. Ten grains of quinine were ordered to be given at once, and to continue the ten-minim doses of tincture of perchloride of iron every four hours which had been commenced in the afternoon. On the llth, at 8.30 A.M., the temperature records during the night had shown a fall, and the thermometer now registered 101 '2&deg;; pulse 98 ; respiration 28. Astringents had been administered to check diarrhoea. Returning crepitation was audible over the apex of the right lung. At 7.15 P.M. the temperature had risen to 103'5&deg;; pulse 110; respiration 32. Ten grains of quinine had been given in the afternoon. On the 12th, at 8.30 A.M., the temperature had fallen to 100&deg; ; pulse 98; respiration 28. He had slept during most of the night. Sputum yellowish, clear, and tenacious. He complained of some pain in the right side of the chest. In the evening the temperature had fallen still lower-namely, 98'5&deg;; pulse 86 ; respiration 21. He was sweating rather profusely. The tongue, which had been dry, still remained so. He had slept much during the day. From this time he steadily improved. On May 23rd the crepitant rales audible at the apex of the right lung had almost disappeared, and on the 30th he was quite convalescent. On June 8th he was discharged from hospital to join his corps at Aldershot.
-gemarks." This case illustrates well the features which characterise this grave disease, and also the relief of the urgent symptoms which is afforded by incisions made through the cervical fascia with a view of relieving the pressure on the deep structures of the neck. The symptoms and treatment of cellulitis of the neck are so rarely referred to in text-books on surgery that I would in conclusion mention Mr. Croly's paper, entitled " Observations on Diffuse Inflammation of the Areolar Tissue of the Neck (Cellulitis) : Importance of early, free, and deep incisions : With practical reference to the Surgical Anatomy of that Region," which was published in the Dublin Journal of Medical Science for May 1st, 1873. In this paper he points out " the lines of safety" and " lines of danger " as a guide in making incisions to divide the fascia of the neck. The "lines of safety" are (1) the mesial line from the chin to the interclavicular notch, and (2) the line along the posterior border of the sterno-cleido-mastoid muscle, taking care to avoid the spot where the muscle is crossed by the external jugular vein. Mr. Croly also refers to Mr. Bickersteth's paper on this subject in the " Liverpool Medical and Surgical Reports," vol. iii., Oct. 1869. A recent paper by Surgeon G. H. Young, A.M.D., will be found in the British Medical Journal for 1884, vol. i., page 1141.
Guards' Hospital, Rochester-row, S.W. LONDON LOCK HOSPITAL.&mdash;A spetial effort is being made to raise &pound; 1000, and so to free the London Lock Hospital and Asylum, Harrow-road, W., from debt by the end of the present year. The Hospital and Asylum are under one roof and under the same governing body, and the Asylum has been the means of rescuing from a life of shame thousands of poor women and obtaining for them suitable occupation. As the Lock Hospital and Asylum have no investments and no endowment, an earnest appeal is made to all interested in "rescue work" to enable the muchneeded f1000 to be raised, and so to end the year 1889 out (Concluded from page 901.) IN its early stages leprosy may be recognised by certain integumentary changes or by anaesthetic patches. One looks instinctively to the forehead, especially the superciliary ridges. If leprous, the skin is somewhat thickened in this position, dusky in colour, but not necessarily irregular. The hair of the eyebrows is scanty. Sometimes the forehead is free, and on the face a raised, slightly indurated, reddish area, perhaps on one cheek, is the only sign. In this case the differentiation from syphilis is not always easy. But even here, in a certain proportion of patients, impairment of sensation of the feet and legs will be found. Speaking broadly, there are two main types of leprosy in the Valley-the anaesthetic and the tubercular. I have seen one striking case of macular leprosy with a wide area of circular patches varying in size from a farthing to a five-shilling piece, and darkly pigmented at the borders.
Anaesthesia was, however, associated, and not unfrequently one may see patients presenting at one and the same time an&aelig;sthesia, macules, tubercles, and ulcerations of soft tissues and bone. It is distinctly more common to find a patient with anaesthetic patches, but without tubercles, than the converse. Take, for example, the case of A. M-, a patient who was under my observation for more than two years. About five years ago his sciatics were stretched for anaesthetic leprosy. Since then there has been no new manifestation of the disease. His general health improved, and he was regarded as practically cured, not, I believe, by the nerve stretching, which only alleviated and favourably modified the disease in the lower extremities, but by the assertion of the vitality of the tissues over the morbid elements. This patient died quite recently from acute but obscure symptoms-possibly a perforating ulcer of the stomach or intestines.
-Anaesthesia, seldom remains for any length of time uncomplicated. Blisters are apt to form, and then local death of tissue and ulceration. This process is no doubt partly trophic. Perforating ulcer of the sole is a common and early symptom in leprosy. Wide tracts of superficial ulceration are often observed on the sides of the legs andforearms. Two seats of election are the outer aspect of the. leg over and immediately below the head of the fibula, and over the ulnar aspect of the upper third of the forearm. Exposure to friction partly determines these spots ; but withdrawn nerve influence is greatly concerned, as the beneficial results of nerve stretching demonstrate. In later stages the quiet necrosis of phalanges is probably due to the same cause. Portions of bone removed by operation are spongy, and appear to have undergone a process of rarefying osteitis. In all these cases the nerves supplying the part are found on clinical examination to be thickened and sometimes tender; while if inspected, as in nerve stretching, the trunks are markedly enlarged, and usually pink and of firm consistence. If a portion be excised, a great excess of fibrous tissue is demonstrable by the microscope. Apart from the observations of Tscliirievil on the Morbid Anatomy of the Spinal Cord in Leprosy, showing atrophic changes, there seems every reason to suppose on clinical grounds that the spinal cord sometimes participates in this change. For stretching of one sciatic nerve is found occasionally to favourably affect the sensation of the opposite side. The nerves most often involved in leprosy are, in order of frequency, the sciatic, musculospiral, ulnar, and median. In the earlier stages hypersesthesia and burning pain are often referred to the area of distribution of one of these. The changes in reflexes in leprosy are essentially of the nature of diminution. Superficial reflexes disappear early. If the eye is affected the conjunctival reflex becomes increasingly impaired. Ankleclonus can but rarely be elicited. I have examined the knee-reflex quite recently in seven cases. Of these, four were advanced cases. In three the reflex was greatly diminished. In one not impaired on one side but dimi-
